Objectives: The adoption of endovascular aortic aneurysm repair (EVAR) over the past 15 years has led to significantly decreased length of stay as well as hospital resource utilization. Currently, most patients are admitted to hospital post-EVAR, however, there are no standard observation periods, and timing of discharge is based on clinical judgment. The aim of this study was to confirm the safety and feasibility of performing EVAR as an outpatient surgery.
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Methods: We developed criteria to target patients for potential sameday discharge (infrarenal aneurysm, low perioperative risk, to be accompanied for first 24 hours). We then implemented a prospective trial that observed patients planned for same-day discharge and compared them to a historical control group (patients who had undergone EVAR over the previous 3 years and met same-day discharge criteria). Basic demographic and operative data were collected, as well as length of stay, in-patient and perioperative complications, emergency department visits, readmissions, reinterventions, and deaths. The primary outcome was the 30-day complication rate, and this study was powered to assess noninferiority.
Results: Prospectively, we assessed 213 patients and planned 89 (42%) for outpatient EVAR (57% of historical controls met outpatient criteria). Compared to controls, planned outpatients were younger (76 6 1 vs 79 6 1 years; P < .01) but had otherwise similar demographics. In planned outpatients, hospital stay was significantly shorter (0.5 6 0.3 vs 2.8 6 0.9 days; P < .05), and 73 (82%) were discharged the same day. Thirty-day follow-up was available for 99% of study patients and 88% of control patients; there were no differences in complication (10% vs 15%), emergency department visits (18% vs 12%), readmission (2% vs 7%), reintervention (5% vs 8%), or mortality rates (1% vs 1%). Successful same-day discharge was associated with percutaneous access, shorter operative times, less blood loss, and use of locoregional anesthesia.
Conclusions: In selected patients undergoing elective EVAR, same-day discharge is feasible without increasing complication rates or health care resource utilization. following major complications and is a significant driver of 30-day mortality after open abdominal aortic aneurysm (OAAA) repair. Substantial hospital variation exists, and the association of hospital volume with different PSIs antecedent to FTR is unknown. We sought to determine how hospital volume influences FTR and 30-day mortality, as well as identify how these attributes further impact variation in PSIs preceding these mortality events.
Methods: The University Health Consortium was queried for all OAAA repairs (elective: n ¼ 2827; nonelective: n ¼ 1622) performed from 2012 to 2014. Hospitals were categorized into volume quartiles, and presentation (elective vs nonelective) was factored into all analyses. Risk-adjusted rates of PSIs, FTR, and 30-day mortality were determined. Logistic regression was used to identify which PSIs were independently associated with postoperative FTR and/or 30-day death. Hospital volume effects on PSIs and FTR were determined to understand the proportionate reduction in random effect variance that influences these parameters.
Results: The overall FTR and/or 30-day mortality rate was 9.1% (n ¼ 414). A significant volume-outcome relationship affecting FTR/30-day mortality was identified across the University Health Consortium (Fig) . The lowest quartile hospitals were significantly more likely to have a Var ¼ 0 indicates that between-hospital variance parameter did not differ significantly from zero before volume was added to the model. c PSI-deep vein thrombosis and PSI-sepsis occurred at such low frequency that interhospital comparison was not performed.
